Abstract: Pharmacists play an increasingly important role in medication therapy management, which requires communicating effectively with patients. Pharmacy students completed the Self-Assessment of Perceived Level of Cultural Competence (SAPLCC) questionnaire, and their results were used to identify patterns in self-assessment of cultural competence. In general, students rated their knowledge as less than their skills and attitudes. Important differences were found by race, comparing each group with its counterparts: African American students rated their perceived competencies regarding patient discrimination and barriers to health care at a significantly higher level; Asian American students rated their attitudes to engaging in self-reflection and their knowledge in multicultural issues at significantly lower level; and White students rated their awareness regarding racial dynamics at a significantly lower level. It is recommended to consider the students' cultural, racial, and ethnic backgrounds before developing curriculum in cultural competence and, perhaps, to develop targeted educational interventions for specific groups.
D
uring the past 15 years, the concept of cultural competence has become increasingly relevant to the training of health-related professionals.
1,2 Goode and Dunne, in their policy brief about the need for cultural competence, identified cultural competence as a strategy 1) to respond to the multicultural, multiracial, and multilingual needs of an increasingly diverse population in the United States; 2) to reduce disparities in health and health care between racial/ethnic minority group members and non-Hispanic Whites; and 3) to improve compliance with legislative, regulatory, and accreditation mandates.
In developing knowledge, skills, attitudes, and values in students, the college or school must ensure that the curriculum fosters the development of professional judgment and a commitment to uphold ethical standards and abide by practice regulations. The college or school must ensure that the curriculum addresses patient safety, cultural appreciation, health literacy, health care disparities, and competencies needed to work as a member of or on an inter-professional team. 4[p.18] Improving pharmacy students' knowledge, skills, and abilities related to cultural competence may serve as an important strategy in reducing health care disparities. Beach and colleagues' systematic review of effective educational interventions in cultural competence provided evidence that such interventions improve the knowledge, attitudes, and skills of participants and may affect patient satisfaction. 5 Changes in the demographic characteristics of the U.S. population require the preparation of culturally competent health care providers who are capable of practicing in a multicultural society. Pharmacists, because of their increasing role as members of health care teams, are not only more involved in delivering high-quality patient care but also in decreasing disparities in pharmaceutical therapy (e.g., disparities in prescriptions, treatments, access to medications, adherence, and response to pharmaceuticals). 6 To be able to respond to these challenges, pharmacists must be aware of their own biases and stereotypes. Pharmacists must also be cognizant of different cultural, racial and linguistic factors that become barriers to patients' understanding of and adherence to prescribed regimens and to optimal health outcomes. 7 A survey of cultural competence training within U.S. Colleges of Pharmacy found that there is a need to develop valid methods to assess students' cultural competence. 8 In response to that call, authors of this manuscript conducted an extensive review of the published literature to identify existing measures of cultural competence and found no tool specifically developed and/or validated for pharmacy students. 9 As a result, the authors selected the Pre-Training Version of the Clinical Cultural Competency Questionnaire (CCCQ) 10 and the California Brief Multicultural Competency Scale (CBMCS) 11 as the best instruments for use in health-related professions. Although, the CCCQ was developed to assess physicians' provision of culturally competent health care to diverse patient populations, items were written in language applicable to pharmacy students and included some of the domains used to define learning objectives (knowledge, skills, and attitudes). The CCCQ was successfully used to measure the effectiveness of training in cultural competence in nine hospitals in Europe. 9 Ladson et al. applied the CCCQ to first and second-year medical students at a historically Black medical school (74% African Americans, N595). Although no significant racial differences were found on any of the items or scales, they concluded that the study supports the assertion that students in a more homogeneous racial/ ethnic group, represented by an overwhelming majority, benefit more from training in diversity and cultural competence.
The second tool, the CBMCS, was developed to measure multicultural competence in mental health services providers and used items from four of the more predominant measures of multicultural counseling competence: the Cross-Cultural Counseling Inventory-Revised (CCCI-R); the Multicultural Counseling Awareness Scale: Form B (MCAS: B); the Multicultural Awareness Knowledge Skills Scale (MAKSS); and the Multicultural Competency and Training Survey (MCCTS). 11 The CBMCS included questions about barriers to health care and racial dynamics, not included in the CCCQ, which were of special interest when measuring cultural competence in health care. The CBMCS items were modified by the authors to be appropriate for pharmacy students. 6 Because neither the CCCQ nor the CBMCS nor any other measure of cultural competence had been previously validated with pharmacy students, the authors ran exploratory and confirmatory factor analyses to examine the CCCQ and CBMCS and determined that the two instruments were reliable (Cronbach's alpha coefficient between 0.77 and 0.96). [6] [7] [8] [9] As a result of this validation process, the shortened, combined measure (called here Self-Assessment of Perceived Level of Cultural Competence, SAPLCC), included, with permission, 68 items adapted from the CCCQ and CBMCS. Currently, the original version of the CCCQ and the SAPLCC are the only tools that have been validated with pharmacy students and that have been recommended for use in pharmacy schools.
The objective of this study is to use the SAPLCC to measure the different dimensions of perceived cultural competence (Knowledge, Skills, Attitudes, Encounters, Abilities, and Awareness) among pharmacy students at a predominately African American institution. This measurement allows the creation of student profiles of perceived levels of cultural competence, identification of student needs in training in cultural competence, and subsequent development of curricular activities to address training needs. Student cultural competence profiles include information related to individual characteristics such as race, academic degree, and program level; languages spoken and experiences with other cultures; previous training in cultural competence; and self-assessment of knowledge, skills, attitudes, awareness, and abilities in the area of cultural competence.
Methods
Participants. After obtaining institutional review board approval, a total of 467 pharmacy students, enrolled in the College of Pharmacy of a historically Black university, completed the Self-assessment of Perceived Level of Cultural Competence (SAPLCC) with a response rate of 94.7%. Questionnaires were hand-delivered on paper to pharmacy students enrolled during the 2009 spring semester in the College's four-year academic program. Students were surveyed during class, work sessions, or special meetings, and questionnaires were returned immediately after completion. The objectives of the study were explained to the students, and students interested in participation voluntarily completed and returned the questionnaire. Completion of the instrument was considered to be implicit consent for participation.
instrument. The SAPLCC comprises 68 items, which are organized into 13 factors in six domains of cultural competence: Knowledge, Skills, Attitudes, Encounters, Awareness, and Abilities (Table 1) . Because the SAPLCC is a combined measure of two instruments (the CCCQ and CBMCS), the validation process was carried out independently for each tool (see details in the papers by Echeverri, Brookover, and Kennedy 6, 9 ), and later for the SAPLCC as a whole (Cronbach's alpha 0.963 for the sum of scale items) confirming the applicability of the measure for pharmacy students. The scale for all the responses to the SAPLCC ranged from one to five (1 5 Not at all, 2 5 A little, 3 5 Somewhat, Statistical analyses. The following statistical procedures were used to analyze the responses and obtain the students' profiles in self-perceived cultural competence. Frequencies and mean scores were obtained for the demographic variables and the individual items included in each one of the 13 factors in the six domains of cultural competence (Knowledge, Skills, Attitudes, Encounters, Abilities, and Awareness). Total scale mean scores were calculated by adding the responses to all items and dividing by 68, the final number of items. Subscale scores (factor level) were calculated by adding the responses to the items in each factor and dividing the sum by the number of items in the factor. 12 For descriptive purposes, mean scores were categorized using the following ranges: low (below 2.5), moderate (from 2.5 to 3.5), and high (above 3.5). The sample was analyzed using academic level (year in academic program) and race (self-reported race/ethnicity) to look for statistical differences in the mean subscale scores. Analyses of variance (ANOVAs), chi-square tests, and Tukey's Honestly Significant Differences for post hoc analysis were conducted to test for significant differences in subscale scores between the groups (race and academic year) and to create students' profiles.
results

Characteristics of respondents.
More than half of participants (64%) were in the first two years of their pharmacy academic program, and more than half (78%) classified themselves as African American or Asian American (predominately Vietnamese American), which shows the great diversity of participants and the importance of creating the students' profiles (Table 2) . Bilingualism was a common characteristic reported by the participants in response to a question if they spoke a language other than English. The most common languages other than English were Vietnamese (n5125), Spanish (n520), and French (n512). From the 201 students reporting speaking a language other than English, 67% were Asian Americans, 20% were African Americans, and 7% were Whites. Consistent with these data was the contact with other cultures: more than half of participants reported having cross-cultural encounters in their daily life through family members, friends, work/study, neighborhood, and church, and/or that they had visited other countries (tourism, vacations, visiting friends, and/or attending conferences). Additionally, 14% of them had lived in a country other than the United States (study abroad program or actual residence).
Most of the respondents (86%) reported having received training in cultural competence. Specific training students received from the College of Pharmacy can be described as follows. During the 2008-2009 academic year a pilot curriculum in cultural competence was implemented across the entire four years of the academic program. This pilot curriculum included training for professional program year 1 students-P1s-(nine contact-hours plus research paper) and year 2 students-P2s-(six contact-hours plus online training) as well as small group discussions for year 3 students-P3s-(three contact-hours) and seminars for year 4 students-P4s-(six contact-hours plus rotation experiences). Therefore, not all students in the study had received the same level of training, and, as a result, comparisons among academic levels must be cautiously analyzed and interpreted.
Students' profiles in cultural competence. The students' profiles were divided into the six domains of cultural competence identified in the questionnaire: Knowledge, Skills, Attitudes, Encounters, Abilities and Awareness, and the 13 factors identified in the exploratory and confirmatory analyses. [6] [7] [8] [9] The total mean scale score was 3.21 (Table 1) . More than two thirds of the respondents (66%) had moderate total scores (between 2.5 and 3.5), 26% had high scores (.3.5) and 8% had low scores (,2.5). As shown in Table 1 , only two subscales had mean scores in the low category, Context of Care (F2) and Coping with Bias (F9), while six were in the high category. The highest subscale mean scores were for Self-reflection (F7) and Intercultural Interactions (F6).
As shown in Table 3 , statistically significant differences (p values ,.05) in subscale mean scores, at factor level, were found by race (factors F5, F7, F11, F12 and F13) and by academic level (factors F2, F3, F4, F5, F7, F8 and F10).
Discussion of these differences at the factor and single-item level is presented in the following analysis by domains. Tables 4 to 9 provide statistics by race and academic level on all the individual items under each factor.
Knowledge domain (K). Two factors are included in this domain: F1, Addressing Population Health Issues, and F2, Understanding the Context of Care. F1 groups eight items related to knowledge of socio-cultural issues in diverse populations while F2 covers five items related to knowledge of regulations, standards, and healing traditions (Table 1) . Overall, mean differences for F1 were moderate, and mean differences for F2 were the lowest, indicating the need for more instruction on these topics. Significant differences in the subscale mean scores were found only for F2 (Table 3) . At the single-item level ( Challenges (4 items). Significant differences in the subscale mean scores were found in both factors with P4s reporting higher means than P3 (Table 3 ). These differences were explained at the single-item level (Table 5 ) by P4s having significant higher means than P3s in knowledge about treatment plans (item S6), patient education and counseling (item S7) and clinical preventive services (item S8) and in managing cross-cultural challenges related to problems in diagnosis/treatments (item S12), patients' adherence (item S13) and ethical conflicts (item S14). Although no significant differences were found at the factor level by race (Table 3) , when looking at the item-level (Table 5 ), Asian American students had significantly lower mean values in providing services related to issues of poor health literacy (item S10) than their White counterparts.
attitudes domain (a). This domain includes three factors: F5, Recognizing Disparities-Related Discrimination, F6, Improving Interpersonal and Intercultural Interactions, and F7, Engaging in Self-Reflection. F5 contains six items related to the importance given to different forms of discrimination and prejudice that contribute to health disparities. F6 contains four items related to the importance given to socio-cultural issues in interactions with patients and colleagues. F7 includes four items related to the importance given to training in cultural diversity and multicultural health care and the level of students' self-awareness of their own identity, cultural stereotypes, and biases and prejudices (Table 1) . Mean scores in these three factors were among the highest for the subscale and single-item levels (Table 3) . While, no significant mean differences were found at the subscale or single-item scores in F6, they were found in F5 and F7 by both race and academic level (Table 6 ). Overall, African American students had the highest means in all the items included in this domain and had significantly higher means in the importance given to racism, than their counterparts. In contrast, Asian Americans had significantly lower means than African Americans in almost all the items included in F5 and all the items in F7, and Whites had significantly lower means than African Americans only in the importance given to disparities related to ableism-prejudice against disabled people. Significant differences by academic level were found in the low importance given by P4s to ageism, sexism, classism, and receiving training in cultural competence in comparison with P1s, and the high importance given by P1s to racism in comparison to all their counterparts. Additionally, P4s had significantly lower means than P3s in self-awareness of ones' own racial, ethnic and cultural identity. F8 groups eight items related to how comfortable students feel during the patient encounter, and F9 groups two items related to how comfortable students feel when working with colleagues or patients who make derogatory remarks about a specific racial, ethnic or cultural group (Table 1) . Overall subscale mean scores were moderate for F8 and lowest for F9. Significant differences in this domain were found only by academic level in F8 with P3s having significantly lower mean subscale scores than P1s and P4s in all the items in this factor, except when working with patients and or colleagues from culturally diverse backgrounds (Tables 3 and 7) . abilities domain (aB). This domain includes two factors: F10, Assessing Population Health Needs, includes eight items related to the ability to accurately assess the health needs of specific population groups. F11, Multicultural Knowledge, groups seven items related to abilities required to work in a multicultural environment (Table 1) . Overall subscale mean scores were high for both factors. Significant differences were found in the subscales by race and academic level (Table 3 ). P4s reported significantly higher means than the P3s in almost all the items included in F10 except for abilities to assess specific health needs of women, children and adolescents, and patients from different cultural/ethnic backgrounds (Table 8 ). Additionally, P3s had significantly lower means than all their counterparts in the items in F11 related to appraisal and differentiation of assessment tests, multicultural research, and acculturation models. By race, Asian American students had significantly lower means than African American students in the items in F11 related to identification of differences among diverse groups, reactions based on stereotypes, and research on health issues. awareness domain (aW). This domain includes two factors: F12, Barriers to Health Care, groups four items related to awareness of cultural barriers to competent health care. F13, Racial Dynamics, groups three items related to awareness of structural issues that have strong roots in American society (Table 1 ). Mean scores were higher for F12 than for F13.
Interestingly, no significant differences by academic level were found in the subscales means or single-items included in this domain. However, by race, subscale mean differences in both factors were significant (Table 3) . Regarding F12, at the single-item level (Table 9) , Asian Americans had significantly lower means than African Americans in understanding values, attitudes, and beliefs that might affect patients health behaviors (item AW11), and African Americans had significantly higher means than all their counterparts in understanding barriers that might inhibit patients' use of health services (item AW14).
Regarding F13, subscale mean differences were significant (Table 3) with Whites having significantly lower mean subscale scores than their counterparts. Mean differences by race in the three items included in this factor are of special interest. As shown in Table 9 , mean values in awareness of power imbalance (item AW8) were lower in comparison with awareness of racial discrimination (item AW1) and White privilege (AW10). Significant differences were found by race among the three groups in the racial discrimination (AW1) and White privilege (AW10) items. In both items, African Americans had significantly higher means than Asian Americans and Whites, and Asian Americans' means were also significantly higher than the Whites' means. However, in power imbalance (item AW8), Asian Americans had significantly higher means than All three groups significantly different from one another.
their counterparts. Respondent's self-reported race was negatively correlated with the racial discrimination and White privilege items. The majority of African American and Asian American students (83% and 63%, respectively) agreed that "being born a minority in this society brings with it certain challenges that White people do not have to face" (AW1: Racial Discrimination) and that "being born a White person in this society carries with it certain advantages" (AW10: White Privilege), with percentages of 68% and 49%, respectively. Conversely, many White students disagreed with these statements (42% and 61%, respectively). However, the majority of African American, Asian American, and White students disagreed with the statement "I am aware that I frequently impose my own cultural values upon my patients" (AW8: Power Imbalance).
Discussion
In summary, results indicate that students' self-assessment of their knowledge, skills, and attitudes in cultural competence vary by topic, race, and academic level in the pharmacy program. Overall, students rated their knowledge and skills lower than their attitudes, abilities, and awareness (Table 3) . These results could have one of two interpretations or a combination of the two: 1) students are accustomed to living in a multicultural and multilingual environment and feel confident that they have the required awareness, abilities, and attitudes to perform adequately in a diverse society, and/or 2) students are more critical of their own knowledge and skills when viewed as theory-based educational competences addressed in the classroom rather than as attitudes, abilities, and awareness demonstrated at school or in the workforce. Students may perceive cultural competencies that are theory-based as easier to score than the application of cultural competence principles in real-world settings such as an exam room or community pharmacy. The latter interpretation may be supported by noting that in the Knowledge and Skills domains significant differences were found only at the academic level, while in the Awareness and Attitudes domains differences were found by race as well. In almost all cases significant differences may be attributed to (1) the instruction received in cultural competence at the time of measurement and/or (2) the experiences provided in the rest of the curriculum and clinical rotations and/or (3) the students' own experiences at the personal/familial levels. Both academic level and race are worthy of further discussion. Differences by academic level. Most of the differences found can be summarized as P3s having significantly lower means than P4s. As explained above, the pilot curriculum was implemented simultaneously for the four-year program, and each cohort received different instruction at the time of measurement. Unfortunately, P3s received the least amount of training in cultural competence and were not exposed to the clinical rotations as the P4s were. One especially surprising finding, that may be explained by instructional methods, is that knowledge of CLAS standards (F2, item K10) had the lowest mean at the single-item level (Table 1) and also the lowest mean values for all the groups (by race and academic level) in the Knowledge Domain (Table 4) . We consider this topic of high importance and included a lecture about the CLAS standards in all the academic years (P1, P2, P3 and P4s).These results certainly indicate that instruction should be revised and more training is definitely needed in this topic.
Perhaps, interactive learning experiences instead of lectures could improve students' understanding. According to Preszler 13 breaking large lectures into smaller sections in which students perform cooperative group work not only increases students engagement but also their performance and learning.
Differences by race. Significant differences by race were found in the Attitudes, Awareness, and Abilities domains but not in the Knowledge and Skills domains. Overall, African Americans rated significantly higher their perceived competencies regarding patient discrimination (F5) and barriers to health care (F12) than their counterparts; Asian Americans rated significantly lower their attitudes to engage in self-reflection (F7) and their multicultural knowledge (F11) than African Americans; and Whites rated significantly lower their awareness in racial dynamics (F13) than African Americans.
Considering the pervasive health disparities of African Americans and the long history of racism and discrimination in the United States, it makes sense that African American students are more sensitive to and aware of these issues than other students. The higher scores of the African American students on Barriers to Health Care (F12) and Disparities related to Discrimination (F5) may provide an explanation for the positive outcomes found in studies when patient-provider dyads are African American. Research studies have provided some evidence of the positive impact on health outcomes when the patient and health care provider are the same race (patient-provider race concordance).
14 However, in some studies racial concordance was not associated with positive outcomes.
14 The issue of patient-provider concordance is complex and can be based upon dimensions other than race, such as gender, communication, and length of relationship. 15 As cultural competence training is included more and more in health care professionals' curricula, future research should investigate whether such training and/or the patient-provider racial concordance is related to improvement in outcomes and a decrease in disparities and discrimination.
Interestingly, Asian American students had significantly lower means in knowledge of health disparities (F1, Item K4) and most all the items related to discrimination (F5) and self-refection (F7); however, they rated their awareness of power imbalance (F13, item AW8) significantly more highly than their counterparts. Possibly, Asian Americans are more focused on in-group interrelations than in out-group interactions. If Asian Americans consider themselves to be a fundamentally different group, these issues might not be of great importance or especially challenging for them. Certainly, racial differences in awareness about racial dynamics (F13), show the high sensibility of these topics when teaching cultural competence and working with a diverse student body. According to Echeverri et al., "These items are closely related to the level of exposure to experiences of power, stigma, prejudice, and discrimination. " 6[p.621] Hence, it makes sense to find differences according to self-identified race.
Unfortunately, no comparisons could be made between the previously cited results from Ladson's study 16 and the results in the present study, as the former used total scale scores (summed scores of individual items in each scale) instead of mean scale scores (total scale scores divided by number of items in each scale), which are the ones strongly recommended for making comparisons across different research studies. 12 Interesting, while Ladson points out "Recent sociologic literature shows that groups that are racially homogenous are more likely to express out-group prejudice, " 16[p.1461] Smedley et al. state that "interaction among students from diverse backgrounds helps to challenge assumptions and broaden perspectives regarding racial, ethnic, and cultural differences. " 21[p.6] Specifically, during the activities carried out in our study, students from the same race generally grouped themselves when receiving class instruction or performing teamwork and it was very difficult to break them into diverse groups, missing opportunities to challenge assumptions. Our results show racial differences in the factors that are more related to issues of self-reflection and discrimination, confirming that educational initiatives in cultural competence should be specially targeted to the main individual characteristics of those receiving the training and the racial composition of the group as a whole.
no differences. Although no significant differences were found by race or academic level in Improving Interpersonal and Intercultural Interactions (F6), and Coping with Aggressiveness and Bias (F9), the mean subscale scores of these factors were among the highest and lowest respectively ( Table 3 ). The high mean score in F6 could indicate that students in the program recognize that socio-cultural issues are very important in their interpersonal and intercultural interactions. However, the low mean in F9 could indicate that students are still not prepared to fully face issues of discrimination and prejudice, and do not feel able to respond to aggression and bias.
The cultural competence curriculum emphasizes embracing culture and diversity as a way to improve teamwork and relationships, to better serve an ever-increasing diverse patient population and to being open to a globalized and interrelated world. However, the pilot curriculum is currently focused on building awareness and knowledge and does not yet include specific activities for students to challenge their personal bias and stereotypes and practice their skills and abilities in simulated (standardized patients) or real situations (professional practice experiences). These results confirm the need to explicitly include in the curriculum activities to advance students' practical skills in cultural competence. The high scores that P4s have in some factors, even though they were exposed only to a small part of the pilot curriculum, show the importance of the clinical rotations in increasing the level of perceived cultural competence. Certainly, these practical experiences should be revised and included as important components of the curriculum to develop students' skills and abilities in cultural competence.
limitations. Main limitations present in this study, and that might have an impact on the interpretation of study results, were related to the use of self-assessment to measure cultural competence, the racial composition of the target population, and the level of implementation of the pilot curriculum. When interpreting the self-assessments in this study careful consideration was given to the possible overconfidence in the students' reports of their level of cultural competence. Although, self-reports have been successfully used to assess a multitude of attitudes, beliefs, and abilities in many studies in multiple disciplines, Gozu et al. 17 stated that students tend to overestimate their cultural competence, which could be interpreted as having a lack of awareness regarding their own limitations or perhaps arrogance in the rating of their confidence. Other limitations are related to the racial differences in the target population. More than 75% of the students participating in this study were African Americans and Asian Americans. Although they represent the population characteristics of students in the College of Pharmacy, results could be different with a more diverse population. Another limitation of this study is the lack of full implementation of cultural competence training to all student levels (P1s, P2s, P3s, and P4s). Additionally, results could be stronger if there was more representation of students in the third-and fourth-year. Limitations will be accounted for as the cultural competence curriculum is further implemented and more results become available from later applications and validations of the SAPLCC in the same and other academic settings.
Conclusions. Findings from this study support the authors' position that assessing aspects of cultural competence is an important approach to understanding better students' perceptions of their own cultural competence, determining the impact of a cultural competence curriculum, and identifying future training needs. 18, 19 Hence, assessing knowledge, attitudes, and skills is important in the development of self-directed learning-a goal of education in the pharmaceutical and medical fields. 20 The SAPLCC can be used as a baseline and follow-up assessment of students' perceived knowledge, skills, and attitudes relating to the provision of culturally competent health care to diverse patient populations. As noted before, however, self-assessment of skills and abilities must be interpreted with caution and be supplemented by other forms of assessment. When curricula in cultural competence is implemented, it is recommended to apply the SAPLCC as a baseline measure before any exposure to training, as a follow-up measure for each year of instruction, and also near graduation. A selfassessment strategy applied sequentially and systematically throughout the pharmacy curriculum provides data for a comprehensive assessment of students learning and evaluation of the academic program related to cultural competence.
This study contributes to advancing educational and assessment strategies in cultural competence and to knowledge in the field about relationships among different racial and ethnic individuals receiving training. Results show that when focusing the data analysis only at the subscale level important details can be ignored, which could have an impact on the changes recommended to the curriculum. Analysis at the single-item level allows the identification of special training needs or strengths in specific groups of participants. For example, this study allowed us to identify the specific impact that the lack of enough training for P3 students had in their perception of cultural competence and the important contributions that clinical rotations may have in increasing students' cultural competence.
Additionally, this study contributes to a better understanding of racial dynamics in a highly diverse environment. Although an important criticism to studies in cultural competence is the low participation of minority students, the majority of participants in this study belong to this group. The high participation of African American and Asian American students allowed us to uncover specific issues that, if not addressed adequately, could have a negative impact on the cultural competence of our students as future health care providers. Results indicate that, when developing curriculum in cultural competence, it is important to carefully consider the racial composition of the students and, perhaps, develop targeted educational interventions for specific groups to fully engage them in addressing adequately the health care needs of a diverse population. 21 Measuring cultural competence of pharmacy students is only the first step to cultivating a culturally competent health care workforce. However, determining students' profiles in cultural competence can lead to improved curricula when changes are implemented based upon assessment of training and definition of priorities in addressing the needs identified. Although all the domains, factors and items in the SAPLCC have the same weight in the scales, it should be expected to find that some of them are more important to be addressed in a specific target population, like in our case. Further work in these areas will help build a workforce of culturally competent pharmacists who will play an important role in helping the nation eliminate health disparities and improve health outcomes in populations more likely to experience negative health outcomes.
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